APPENDIX B: HOSPITAL COMMENT LETTERS

The law that created the California Administrative Data Program specified that hospitals
and their medical staff be given 60 days to review their results before the report is
released to the public. Hospitals and their chiefs of staff are encouraged, but not
required, to submit written comments.

Issues of Concern in Hospital Comment Letters

For the 2002-2004 CAP Report, a total of ten letters were received. They addressed the
following topics:

1. Improved quality assessment and patient services

Four stated that the report prompted them to initiate new programs to improve quality of
care and outcomes for CAP patients. These included quality assurance activities such
as review of pneumonia order sets, protocols for use of antibiotics, and appointment

of a quality assurance team. They also described new patient services that were

being implemented, including a public education program concerning pneumonia and
increased access to influenza and pneumococcal immunizations.

At least two of the hospitals are participating in the Joint Commission on Accreditation of
Healthcare Organizations (JCAHO) Core Measure for Pneumonia.

Response: The Office is very encouraged that these hospitals are using this
analysis to take meaningful steps to improve care for pneumonia patients.

2. Concerns about data quality

One hospital, upon reviewing the patient data, found that DNR status had been under-
reported in their administrative abstracts. Another expressed concern that the report
was based on “old” data.

Three letters stated that after reviewing their CAP patient data they found that patient
“source” had been miscoded by their own medical records offices; patients who

had transferred to the hospital from board and care or nursing “homes” had been
erroneously reported as admissions from “home.” Thus, some high risk patients were
included in the analysis that, with correct coding, would not have been. This issue was
also reported in the previous CAP report.

Response: Findings of the previous CAP report were provided to hospitals
September 2003, for the required 60-day review period prior to release of the public
report. OSHPD sent each facility its own statistical results and a dataset containing
all the CAP patient information utilized in the report.

Based on these materials, hospitals that became aware of coding problems in
the in-patient discharge data submissions from their facility had an opportunity
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to amend any of the 2003 data they had already submitted and could also have
remedied any coding problems before submitting data for the remainder of that
year. Further, they could have put improved coding practices in place for all data
submissions for 2004 and for subsequent years.

Correct coding of “source of admission” is explained for reporting facilities in the
Patient Discharge Data Reporting Manual. An update of the manual was mailed
to each hospital by OSHPD in August 1994, which explained how to code “source
of admission.” These instructions are still in effect at the time of this writing. The
Manual states that source of admission is coded as “Residential Care Facility” for
“A patient admitted from a facility in which the patient resides and that provides
special assistance to its residents in activities of daily living, but that provides no
organized healthcare.” It further clarifies that “The facilities are referred to by a
variety of terms (e.g., board and care, residential care facilities for the elderly).”

In contrast, source of admission should be coded as “Home” for “A patient admitted
from the patient’s home, the home of a relative or friend, or a vacation site, whether
or not the patient was seen at an outpatient clinic or physician’s office, or had

been receiving home health services or hospice care at home.” It includes patients
admitted from “...a half-way house, group home, foster care, women’s shelter,
Alcoholism or Drug Abuse Recovery or Treatment Facility as licensed by the
Department of Alcoholism and Drug Programs, or A mother who delivers at home
and the baby born at home.”

Facilities that identify shortcomings in their data abstracts may benefit from review
of their record abstraction process and introduce changes in staff training or
instructions to prevent future errors.

3. Concerns about the model

There was no overall objection to the use of the multivariable risk-adjustment model.
Two hospitals stated that use of “all-cause” mortality, instead of just counting deaths
directly attributable to pneumonia, was inappropriate.

Response: All hospitals, and the statewide mortality benchmark, are based on
the same “all cause mortality” measure. It is possible that some hospitals have
a higher proportion of patients at risk for post-discharge trauma or for death from
their other illnesses (co-morbidities). In these facilities, mortality may be reduced
by improved discharge planning.

Another hospital recommended that the model be risk-adjusted using the All Patient
Refined-Diagnostic Related Groups (APR-DRG) system, developed by 3M and used
by the Agency for Healthcare Research and Quality (AHRQ) and others for healthcare
performance measurement.

Response: The Technical Advisory Committee for OSHPD recommended use of the
risk-adjustment methodology reported here. This was based on extensive clinical
and statistical analysis of the data and on the clinical management issues related
to CAP. The APR-DRG system is not appropriate as a risk-adjustment system for
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public reporting because it inappropriately credits hospitals with more complications
as having sicker patients. The current report uses the condition present at
admission indicator, available only in California and New York states, to separate
pre-existing illnesses included in the risk model from post-admission complications.

Finally, one hospital observed that the model omits important risk factors for death that
remain outside the control of the hospital, such as patient exposure to pathogens and
noncompliance with medical instructions.

Response: This is an important consideration and affects the results for all the
hospitals included in this report. The mortality outcomes can only be risk-adjusted
for factors that can be measured and are currently available in the patient
discharge abstract. As noted above, several of the responding hospitals appear to
be addressing this issue by introducing new patient education and immunization
programs.
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